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Abstract The purpose of this study was to investigate the
current perceptions and practices of discussing firearm risk
management with patients diagnosed with selected mental
health problems. A three-wave survey was mailed to a
national random sample of clinical psychologists and 339
responded (62%). The majority (78.5%) believed firearm
safety issues were greater among those with mental health
problems. However, the majority of clinical psychologists
did not have a routine system for identifying patients with
access to firearms (78.2%). Additionally, the majority
(78.8%) reported they did not routinely chart or keep a
record of whether patients owned or had access to firearms.
About one-half (51.6%) of the clinical psychologists
reported they would initiate firearm safety counseling if the
patients were assessed as at risk for self-harm or harm to
others. Almost half (46%) of clinical psychologists
reported not receiving any information on firearm safety
issues. Thus, the findings of this study suggest that a
more formal role regarding anticipatory guidance on fire-
arms is needed in the professional training of clinical
psychologists.
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Introduction
In 2003, firearms were responsible for 30,136 deaths [1].
The majority of these deaths were suicides, accounting for
16,907 (57%) of these deaths [1]. Suicide was the 11th
leading cause of death in the United States [2, 3]. Firearms
are the most common method (57%) of completed suicides.
Firearms are used three times more often than hanging,
which is the second most common method of completed
suicides [2]. A positive association has been demonstrated
between suicide and firearm ownership, as well as homi-
cide and firearm ownership [4–6]. Firearms are used in
67% of homicides [7]. Storing firearms locked and unloa-
ded decreases the risk of firearm suicide [8]. However,
keeping a firearm in the home regardless of storage method
increases the risk of suicide and homicide [9].
Several factors are linked to increased suicide rates.
These include gender, availability of firearms in the home,
carrying weapons and psychiatric disorders [10–15]. A
firearm in the home increased the risk of completed suicide
by firearms among both sexes (odds ratio, OR = 31.1) [9].
Depression, bipolar disorder, schizophrenia, personality
disorders, and affective disorders are associated with
repeated suicide attempts and suicide ideation [11, 12, 16,
17]. Schizophrenic patients have a significantly greater risk
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of suicide than the general population (OR = 9.9) [18].
Patients with mental health disorders and co-morbid alco-
holism are at greatest risk of suicide [19]. Alcohol con-
sumption increases the risk of dying by suicide for men
(OR = 3.18) and women (OR = 2.81) [20]. A variety of
studies have explored various groups of physicians’ and
their perceived roles in reducing firearm injuries and pre-
mature mortality in patients [21, 22]. Most of these studies
of physicians focused on primary care providers, including
family physicians, internists, and pediatricians [21, 23–27].
A recent national study of psychiatrists and their practices
and perceptions regarding anticipatory guidance on fire-
arms found psychiatrists perceived firearm safety issues as
especially important, yet only 27% had a routine system for
identifying patients who owned firearms [28]. In addition,
45% had never thought seriously about discussing firearm
safety issues with patients.
The American Psychological Association and the
International Association for Suicide Prevention both have
published guidelines on suicide risk assessment [29, 30].
However, no published studies could be found regarding
firearm counseling practices of clinical psychologists. This
is especially noteworthy since approximately 90% of sui-
cides are among individuals with a mental health problem
[15]. In a previous study on preventive medical services,
only 6% of psychiatric patients reported being asked about
firearm ownership [31]. A study of counselors found that
23% had a patient under their care commit suicide [32].
Restriction of access to firearms, especially during a mental
crisis, could decrease the number of firearm related sui-
cides [13–15]. A recent review of suicide prevention
strategies for physicians concluded there were only two
solutions that had substantial scientific merit in the litera-
ture for reducing suicides: (1) physician education in
depression recognition and treatment, and (2) restricting
access to lethal means (namely firearms) [33].
During patient treatment, clinical psychologists are in a
unique position to counsel patients on firearm safety and
could decrease the likelihood of a firearm suicide by
helping limit access to firearms during critical periods. In
essence, it would seem that both psychologists and psy-
chiatrists have a ‘‘duty to treat’’ patients regarding the risks
of firearms, whether stored at home or carried on them.
Preliminary evidence indicates that firearm risk manage-
ment with mental health patients can help reduce the
potential for firearm violence [34].
To date, no studies have been published regarding fire-
arm counseling practices of clinical psychologists. Yet,
restriction of access to firearms, especially during a mental
crisis, could decrease the number of firearm related sui-
cides and homicides [13–15].
The purpose of this study was to investigate clinical
psychologists’ firearm risk management activities with
patients. More specifically, answers to the following
questions were sought: Do the majority of clinical psy-
chologists discuss firearm safety issues with clients? Do
clinical psychologists perceive patients with mental health
problems to be at a greater risk from firearm injury/death
than the general population and if so, which mental health
problems create greater risk? What topics do clinical psy-
chologists cover during firearm safety counseling? What
are the barriers perceived by clinical psychologists to
firearm safety counseling? What are clinical psychologists’
efficacy and outcome expectations in applying the ‘‘5As’’
(Ask, Advise, Assess, Assist and Arrange) in firearm safety
counseling? Where have clinical psychologists obtained




A national random sample of 600 clinical psychologists in
the United States was obtained in 2006 from the American
Psychological Association (APA) membership roster
(n = 155,000). A power analysis was conducted to deter-
mine the sample size needed of clinical psychologists.
Sample size was determined based on an alpha of .05,
effect size at 20% with 80% power to minimize Type I
error [35]. The suggested sample size was 323 based on a
70/30 split in firearm safety counseling practices with a 5%
margin of error. An a priori power analysis demonstrated
that this sample size should be adequate to generalize the
results to the total APA population of clinical psycholo-
gists. However, considering the chance of nonresponses,
600 surveys were mailed to clinical psychologists with the
intention of obtaining greater than a 50% return rate.
Instrument Development
A four-page, 18 item survey was constructed based on the
literature on firearms and professional anticipatory guid-
ance on firearm safety. The first question described
potential circumstances in which clinical psychologists
would discuss firearm safety issues with patients. The next
series of questions examined firearm safety discussions
between patients with mental health problems and their
psychologists. Items included the percentage of patients
counseled with selected mental disorders (alcoholism/other
substance abuse, anxiety disorder, bipolar disorder, bor-
derline personality disorder, major depression, panic dis-
order, PTSD, schizophrenia, social phobia, suicidal
patients, and other disorders). The next section identified
nine potential barriers to discussing firearm safety with
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patients and a three part question on patient characteristics
(sex, race/ethnicity and age). The psychologists were also
asked if patient characteristics affected the probability of
counseling patients regarding firearm safety issues. This
was measured on a scale of one to five, with one being no
difference in counseling and five being greatly increased
probability of counseling.
The next section asked about efficacy expectations and
outcome expectations (self-efficacy) subscales based on the
5A’s regarding firearms in the home [36]. This was mea-
sured by five response options with a Likert-type scale
ranging from not confident at all to highly confident (effi-
cacy expectations). The 5A’s included: asking clients about
the presence of a handgun in the home, advising the patient
to remove the handgun from immediate home access,
assessing the willingness of the patient to remove the
handgun within the next 30 days, assisting the patient in
selecting other home safety techniques and what to do with
the handgun, and arranging follow-up contact within
4 weeks to assess removal and the need for more assistance
[37]. This was followed by outcome expectations of the
5A’s strategy, that included: fewer accidental firearm
injuries and death to patients and/or their families, reduc-
tion in the number of suicides in patients and/or their
families, reduction in the number of homicides in patients
and/or their families, and reduction in the number of
patient’s homes with firearms. The last question in this
section asked clinical psychologists where they received
the majority of their information regarding anticipatory
guidance on firearms. The final section of the survey
identified participants demographic characteristics.
Face validity for the items was established by con-
structing the items after reviewing the current literature in
the area of health professionals firearm risk management
and mental illness. Content validity of the instrument was
established by national expert review (n = 4) of the
instrument. Experts were those published in the areas of
firearms, mental illness and/or survey research. Minor
wording changes to some items were suggested by
reviewers and were incorporated into the final instrument.
The stability reliability of the instrument was established
using a convenience sample of clinical psychologists
(n = 10) as a pilot test, and Pearson product moment cor-
relation coefficients for the subscales ranged from .68 to 1.0.
The subscales were assessed, using final survey returns, to
establish internal stability reliability (Cronbach alpha). The
subscale results ranged from a low of .89 for mental health
to a high of .97 of barriers to firearm safety counseling.
Procedures
A three-wave mailing was utilized to maximize the
response rate. The first wave included a personalized letter,
hand signed in contrasting ink. Personalized letters increase
response rates for mail surveys (OR = 1.16) [38]. Also
included was a copy of the survey on pastel colored paper,
a $1.00 bill, and a prestamped self-addressed envelope.
Monetary incentives also increase the response rate
(OR = 2.02) [38].
The second wave included a hand signed cover letter,
survey, and a self-addressed stamped return envelope.
Edwards et al. found that sending a replacement survey to
non-respondents increased return rates [38]. The second
was sent 2 weeks after the first wave. Respondents were
reminded to disregard the second mailing if they had pre-
viously completed the survey [39].
The third wave was a postcard of similar color as the
questionnaire, mailed 4 weeks after the initial mailing, or
2 weeks after the second mailing. The purpose of the
postcard was to stimulate responses from the non-respon-
dents [39, 40]. This reduced nonrespondent bias and
increased the external validity of the results.
Data Analysis
After the three wave mailing was complete, survey data
was entered into SPSS. The appropriate descriptive statis-
tics were analyzed to describe the findings. Statistical
analysis included chi-square tests.
Results
Demographic and Background Characteristics
Fifty-two surveys were returned not completed for a vari-
ety of reasons (e.g., moved, retired, deceased etc.). Of the
possible 548 survey respondents, 339 were returned for a
response rate of 62.0% (339/548), which was sufficient for
external validity of the findings. Of the 339 psychologists,
the majority, 206 (60.8%) were male. One-half of the
clinical psychologists were between the ages of 50 and
59 years (50.1%), while 29.2% of the clinical psycholo-
gists were between the ages of 60 and 69 years. The vast
majority of the clinical psychologists were Caucasian
(94.4%). Approximately one-quarter (n = 85) of respond-
ing clinical psychologists reported owning a firearm. Of
these, 48 (14.2% of the total sample) owned a handgun, and
62 (18.3% of the total sample) owned a long-gun. Sixty-
eight of the firearm owners reported storing their firearms
in their home (20.1% of the total sample).
Anticipatory Guidance of Firearm Safety
The majority of respondents perceived firearm safety issues
as greater (78.5%) in those with mental health problems
62 J Community Health (2010) 35:60–67
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compared to the general population. However, the majority
(78.2%) did not have a routine system for identifying
patients with access to firearms. Additionally, the vast
majority (78.8%) of clinical psychologists reported they
did not routinely chart or keep a record of whether repeat
adult patients owned or had access to firearms. About one-
half of the clinical psychologists (51.6%) reported they
currently initiated anticipatory guidance on firearm safety
if the patients were assessed as at risk for self-harm or harm
to others. Almost one-fourth (24.5%) reported they had not
seriously thought about discussing firearm safety with their
patients. Clinical psychologists were asked if certain
characteristics (e.g., male, racial/ethnic minorities, and low
socioeconomic status) affected their probability of pro-
viding firearm safety counseling. Over half (52.2%) of the
clinical psychologists felt patients being male did not
increase the probability of them providing firearm safety
counseling. Four out of 5 (80.5%) clinical psychologists
felt patients being racial/ethnic minorities or of low
socioeconomic status (79%) did not increase the likelihood
they would provide firearm safety counseling. The proba-
bility that clinical psychologists would initiate anticipatory
guidance of firearm safety was assessed by a series of chi-
square tests for gender, age, location of practice and fire-
arm ownership of the psychologists and none were
significant.
Approximately 57% of clinical psychologists reported
counseling all or most of their suicidal patients regarding
firearm safety. All other groups with mental health disor-
ders were counseled about firearm safety by less than 50%
of the respondents. The rates of anticipatory guidance on
firearm safety varied by type of mental health disorder of
the patient (Table 1).
Slightly more than one-third of clinical psychologists
reported never (36.6%) discussing the dangers of
firearms with patients. Almost 40% reported never
discussing the proper storage of firearms with their
patients. While 37% never discussed with their patients
the dangers of keeping loaded firearms in the home. In
addition, 40% reported never discussing other means of
personal protection with their patients. The clinical
psychologists were requested to select all that apply from
a list of 10 potential barriers. Almost half of the clinical
psychologists reported one barrier to their firearm safety
counseling and another quarter (25.1%) reported two
barriers. The most common barriers reported by the
psychologists were: ‘‘The majority of my patients would
not need discussion of firearm safety’’ (73%); ‘‘patients
do not request information of firearm safety’’ (35%); and
‘‘lack of personal expertise’’ (22%). All other potential
barriers were supported by less than 20% of the
psychologists.
Efficacy Expectations of Using the 5As
The clinical psychologists efficacy expectations in using
the 5As in counseling their patients on firearm issues is
listed in Table 2. The majority of clinical psychologists
reported being confident in their ability to ‘‘ask patients
about the presence of firearms in their home’’ (84%), in
‘‘advising patients to remove firearms from the home’’
(80%), and assessed the ‘‘willingness of patients to remove
firearms from their homes within 30 days’’ (68.2%). A
series of chi-square tests for confidence in using the 5As by
gender, age, location of practice, and firearm ownership
status found no significant differences.
Outcome Expectations of Using the 5As
The majority (58%) of clinical psychologists believed it
was likely that firearm safety counseling would reduce the
number of suicide attempts and suicides in patients and/or
Table 1 Provision of anticipatory guidance on firearm safety for patients with selected mental health issues (percent)
Mental health issue All/mosta Some Few/none Not applicable
Suicidal patients 57.5 10.3 25.1 7.1
Major depression 28.9 25.1 39.2 6.8
Bipolar disorder 18.6 20.9 45.7 14.7
Borderline personality disorder 18 21.8 40.4 19.8
Alcoholism/other substance abuse 16.5 21.5 44.6 17.4
PTSD 14.7 20.4 48.4 16.5
Schizophrenia 10.9 11.5 38.4 39.2
Panic disorder 6.2 13.3 65.5 15
Anxiety disorder 5.6 15.6 64.9 13.6
Social phobia 5.3 8.6 67.3 18.9
n = 339
a All (100%), most (99–51%), some (50–26%), few (25–1%), none (0%)
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their families. The majority (54%) also believed that fire-
arm safety counseling would reduce the number of acci-
dental firearm injuries or deaths to patients (Table 3). A
series of chi-square tests for perceived outcomes of antic-
ipatory guidance on firearm safety found no significant
differences by gender, age, location of practice, and firearm
ownership.
Sources of Firearm Safety Information
The majority (54%) of clinical psychologists reported they
had received information on firearm safety issues. How-
ever, 20% of this group received their information from the
mass media. Thirteen percent reported graduate training in
firearm counseling. Professional journals played almost no
role (7%) in their professional education on this topic. A
series of chi-square tests for sources of information
regarding firearm safety issues by gender, age, location of
practice, and firearm ownership found no significant
differences.
Discussion
Over half of the clinical psychologists (51.6%) reported
they would initiate firearm safety counseling if their
patients were assessed as at risk for self-harm or harm to
others, which is higher than what physicians have reported.
A variety of studies have explored the role of physicians in
reducing firearm injuries and premature mortality [21, 22].
Thirty-eight percent of primary care physicians reported
engaging in firearm safety counseling and 15.7% of pedi-
atricians reported firearm safety counseling [41]. The
reported level of initiating firearm safety counseling by the
counselors was higher than reported by psychiatrists [28].
However, even though clinical psychologists are better at
anticipatory guidance on firearm safety issues than many
clinicians, they still have considerable room for
improvement.
Patients who could have been characterized as higher
risk for firearm violence did not affect the probability of
them receiving firearm safety counseling. These high risk
characteristics included gender (male), racial/ethnic
minorities, and low socioeconomic status. This is dis-
concerting because males are at increased risk of suicide.
Results of one study indicated that males were 3.5 times
more likely to commit suicide than were females [42]. In
addition, African Americans have been found to be six
times more likely than Caucasians to be perpetrators or
victims of homicide and is the group mostly likely to die
from firearm trauma [43]. Homicides by firearm vary in
states by the percent of the population that was African
American after controlling for firearms prevalence, num-
ber of firearm dealers, presence of firearm laws, alcohol
Table 2 Efficacy expectations of clinical psychologists regarding use of 5As in firearm anticipatory guidance on firearm safety
5A’s item Not confident Moderately confident Confident
N (%) N (%) N (%)
Efficacy expectations
Asking my patients about the presence of firearms in the home 12 (3.5) 41 (12.2) 283 (84.2)
Advising my patients to remove the firearm from the home 26 (7.8) 41 (12.2) 268 (80)
Arranging follow-up contact within 4 weeks to assess firearm removal 71 (21.6) 69 (21.0) 188 (57.3)
Assisting my patients in what to do with the firearm after home removal 10 (30.6) 66 (19.8) 165 (49.5)
N = 329–336
Table 3 Outcome expectations of clinical psychologists regarding use of the 5As in anticipatory guidance on firearm safety
5A’s item Unlikely Not sure Likely
N (%) N (%) N (%)
Outcome expectations
Reduction in the number of firearm suicide attempts and suicides in patients and/or their families 44 (13.0) 95 (28.0) 197 (58.1)
Reduction in the number of accidental firearm injuries or deaths to patients and/or their families 47 (13.9) 105 (31.0) 183 (54.0)
Reduction in the number of firearm homicides in patients and/or their families 60 (17.7) 132 (38.9) 144 (42.5)
Reduction in the number of patients’ homes with firearms 106 (31.3) 113 (33.3) 118 (34.8)
N = 329–336
64 J Community Health (2010) 35:60–67
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consumption, socioeconomic status, and violent crimes
[44].
The majority (78%) of clinical psychologists did not
have a routine system for identifying patients with firearms.
Yet, these professionals believed those with mental health
issues were at increased risk from firearms. Thus, it seems
logical that clinical psychologists should collect informa-
tion on access to firearms as if they were collecting any
other baseline information that could affect the well being
of their patients. Firearm access needs to become a vital
sign for patients with mental health problems.
Fewer than 10% of clinical psychologists reported dis-
cussing the dangers of firearms, proper storage, dangers of
loaded firearms, or discussing other means of personal
safety. Storing firearms locked and unloaded decreases the
risk of suicide [8]. However, keeping a firearm in the home
regardless of storage method increased the risk of suicide
and homicide [9]. Thus, it is important that firearms not be
an environmental risk factor for premature death for
patients with mental health issues.
Almost three-fourths of clinical psychologists reported
at least one barrier to firearm safety counseling. The most
frequent barrier was ‘‘The majority of my patients would
not need discussion on firearm safety’’ (72.9%). A study of
patient suicide found that 23% of counselors had a patient
under their care commit suicide [32]. The second most
identified barrier was ‘‘patients do not request information
on firearm safety’’ (35.1%). Family practice physicians
reported lack of time, unsure what to tell patients, and
patients would not take advice as barriers to anticipatory
guidance [23]. While psychiatrists indicated ‘‘lack of
time’’ ‘‘lack of personal expertise’’, and ‘‘patients not
requesting information on firearm safety’’ as among their
most common barriers [28]. These barriers seem incon-
gruent with the problem considering 78.5% of clinical
psychologists perceived firearm safety issues as greater
among patients with mental health problems. Such a dis-
connect between the perceived importance and the lack of
action may indicate inadequate preparation in professional
training.
Schizophrenic patients have a risk of suicide almost 10
times that of the general population (OR = 9.9) [18]. Yet,
one-quarter of clinical psychologists reported counseling
none of their schizophrenic patients on firearm safety
issues. Twenty-eight percent of clinical psychologists
reported counseling all or most of their depressed patients.
Eighteen percent of clinical psychologists reported firearm
safety counseling among all or most of their bipolar
patients. Depression, bipolar disorder and schizophrenia
are associated with repeated suicide attempts and suicide
ideation [16, 17]. Substance abuse disorders increase the
risk of suicide among attempters (OR = 2.28) [45]. Only
16.5% of clinical psychologists in the current study
reported counseling all or most of their alcohol/substance
abuse patients regarding firearm safety issues. Most sui-
cides involve substance abuse prior to the attempt. These
results imply a lack of adequate training and inadequate
care being delivered by the majority of clinical psycholo-
gists for these disorders. The only disorder the majority
(57.5%) of clinical psychologists reported counseling all or
most of their patients on regarding firearms was suicidal
patients.
Only one-quarter (26.3%) of clinical psychologists were
highly confident in their ability to apply the 5A’s of firearm
safety counseling. Education and training needs to be
offered to clinical psychologists regarding the dangers of
firearms and how to properly assess patient risk. There
were no statistically significant difference by sex, age,
firearm control groups membership, location of practice, or
race/ethnicity, which again imply a universal lack of ade-
quate training. Most large medical organizations have
policies on anticipatory guidance on firearm safety issues.
These include the American Medical Association, Ameri-
can Psychiatric Association and the American Academy of
Pediatrics [46]. It may be time for the American Psycho-
logical Association (APA) to follow suit and take a strong
position on this important topic. Only 7.1% of clinical
psychologists reported discussing firearm safety counseling
with the majority of their patients.
Few (12.1%) clinical psychologists reported receiving
graduate level training in anticipatory guidance regarding
firearm safety. Firearm safety counseling training should be
incorporated in the graduate training of all clinical psy-
chologists. Almost one-quarter (22.7%) of clinical psy-
chologists reported receiving training from the mass media,
however, this is not a valid source of information for
training professionals. The media does not provide specific
information on anticipatory guidance regarding firearm
safety. This demonstrates the need for measures towards
educating clinical psychologists about firearm safety
counseling, and for those educating and training clinical
psychologists to make this a priority.
Limitations
There are several potential limitations to this study which
need to be addressed. First, the study was based on a self-
administered questionnaire. As characteristic of all survey
research, if some respondents answered some of the
questions in a socially desirable way then the data may
over or under represent clinical psychologists views. Sec-
ond, this study had an adequate response rate (62%),
however, to the extent that the non-respondents might have
answered the questions differently then this would limit the
external validity of the findings. Third, the sample was
from the APA and thus these findings may not apply to
J Community Health (2010) 35:60–67 65
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clinical psychologists who are not members of the APA.
Finally, the questionnaire was monothematic (only cover-
ing firearm safety) which may have created a mindset in
responding to the questions that may not have been
indicative of the respondents true perceptions and
practices.
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